
 
 

 

NEW CLIENT INFORMATION FORM 
 
 

PRIMARY CONTACT 
 

Name: Cell Phone: 

Address: Secondary Phone: 

City, State, Zip: Date of Birth: 

Email: Drivers License Number: 

 
SECONDARY CONTACT 
 

Name: Cell Phone: 

Email: Secondary Phone: 

    
PATIENT INFORMATION 
 

Name: Age or Birthdate: 

Color: Breed: 

Sex (circle one):         Male          Female Neutered/Spayed (circle one):     Yes       No 

Microchipped (circle one):     Yes       No 

 
Do you have pet insurance? ______  If yes, what company?_____________________________ 
 
Whom may we thank for referring you to us? ________________________________________   
 
Professional fees are to be paid at the time services are rendered. 
 
Signature____________________________________________   Date____________________ 
  
Thank you very much!  Welcome to the Animal Hospital of Cloverdale.  Our purpose is 
to take the best possible care of your pets and serve you to the best of our abilities! 


